Recent changes in cannabis policy in the United States have prompted increased interest in cannabis use estimates, and replicability of these estimates. Here, we compare prevalence estimates from two concurrent approaches: (1) standard social survey with audio computerassisted self-interviews at respondent's home (ACASI-H), derived from the National Surveys on Drug Use and Health (NSDUH), and (2) In exploratory stratified analyses, we sought to understand these NHANES-NSDUH differences, and found no differences in lifetime-history-of-cannabis-use. However, for participants living with others in the same residence, moving cannabis assessment out of the dwelling unit might promote larger recently-active-cannabis-use estimates; no NHANES-NSDUH differences were found for participants living alone. The observed discrepancies might be non-ignorable in a policy or program evaluation context. A methods research program will be needed to account for between-survey differences of the type observed here, perhaps with a focus on within-residence versus non-residence assessment as a source of variation.
| INTRODUCTION
In the current era of changing cannabis policies in the United States (US) and globally, valid and reliable epidemiological estimates of lifetime history and recently active cannabis experiences are needed by policy-makers, program evaluators, and the research community.
Opportunities to study replicability of these estimates occur infrequently. Most countries and smaller jurisdictions cannot afford to complete more than one epidemiological survey for replication purposes. For this reason, there generally is a basic working assumption that congruent and replicable cannabis prevalence estimates would be found if a nationally representative sample survey were to be completed twice during a single time interval with the same study population.
For this research project, we identified a chance to study whether nation-level cannabis use prevalence estimates are replicable and reproducible, and our starting hypothesis was null (i.e. an expectation of no appreciable differences, even though an exact replication of the same point estimates was deemed unlikely). With this hypothesis in mind, the current study compares estimated prevalence for recently (NESARC) . In that study, Grucza, Abbacchi, Przybeck, and Gfroerer (2007) found that prevalence estimates for all drug use outcomes were larger in the NSDUH data than in the NESARC data. In their contrast of NSDUH and NESARC, Grucza et al. (2007) drew attention to two main differences in research approach. Namely, the NESARC field operations included pre-screening of eligible dwelling units (DUs) for face-to-face interview assessments, whereas NSDUH had no prescreening of eligible DUs. In addition, NSDUH assessments were audio computer-assisted self-interviews (ACASI). This was not the case for face-to-face interviews in NESARC (Grant et al., 2008; United States, 2012) . In this context, we note a large body of methods evidence from survey experiments designed to investigate sources of variation such as matching interviewers to participants by sex and race, as well as various sources of survey error faced when telephone interviews are substituted for in-person epidemiological survey methods. The result includes some surprising examples of comparability despite methods differences (Richardson, Dohrenwend, & Klein, 1965; Groves et al., 2009; Pemberton et al., 2013 ).
In the current study, we compare and contrast estimates from the NSDUH and the National Health and Nutrition Examination Surveys (NHANES), both conducted in essentially the same time interval, both using sample designs to provide reliable national estimates, and both assessing cannabis use via ACASI approaches. A difference is that the NSDUH cannabis assessment sessions almost always were in a private location within the participant's DU, whereas NHANES sessions involved a separate appointment, with ACASI assessment completed in a neutral NHANES mobile examination center (MEC) at some distance from the in-home interview. Sampling frames and plans were comparable in that both NSDUH and NHANES encompassed both household and non-household group quarters other than institutions, without pre-screening of the type described for NESARC.
As stated earlier, our working hypothesis was one of no differences across the two surveys in relation to our main overall study contrast for recently active cannabis use, with alpha set at 0.05. After this evaluation, a series of post-estimation exploratory data analyses was completed to look into potential explanations and subgroup variations, with no advance specification of differences.
| METHODS
The study populations for NSDUH and NHANES can be conceptualized as equivalent with respect to the non-institutionalized civilian 20-to-49-year-old sub-population members investigated for this research project. Table 1 A drug use assessment comparable to that of the NSDUH was completed during a physical examination, within a private room of a Mobile Exam Center, via an Audio Computer Assisted Self Interview (ACASI). In both NHANES and NSDUH, the ACASI approach enables unobserved respondents to hear questions through earphones and also to read questions on the laptop computer screen before entering responses that the field staff members do not see. Respondents move at their own speed and touch the screen to indicate their responses.
The NSDUH ACASI assessment typically was in a private location within the participant's dwelling unit. In NSDUH, a field staff members asks initial survey items (e.g., eliciting demographic information). Then, the ACASI modules are administered, and as in NHANES, the cannabis items are included in these modules with participants hearing questions through earphones and reading questions on the laptop computer screen, with entry of responses by the participants so that staff members cannot see the responses. 
| Measurements
All NHANES questionnaires and other assessments are translated into A complete description of exploratory analyses we conducted to look into subgroup variation in these NHANES-NSDUH differences is provided in our online supplement (Supplementary Material   Tables S1-S4 ). Of special note are exploratory analyses disclosing similar patterns in prevalence estimates for other extra-medical use of internationally regulated drugs (i.e. any cocaine, heroin, or methamphetamine use; Table S3 ). Table S4 shows the complete set of exploratory analyses on the "living with others" versus "living alone" contrasts.
| DISCUSSION
The main findings of this study can be summarized succinctly. First, contradicting our primary null hypothesis as a point of departure, we detected larger NHANES prevalence estimates for recently active cannabis use, on the order of 130% to 140% when compared to corresponding NSDUH estimates. This research project stressed estimates for recently active cannabis use due to current interest in effects of cannabis policy initiatives in the US and elsewhere.
Nonetheless, NHANES estimates for other internationally regulated drugs also tended to be larger than NSDUH estimates, but this was not the case for lifetime history of cannabis use.
Post-estimation exploratory analyses disclosed an additional finding worth special attention. In stratified analyses, we found NHANES-NSDUH differences in the subgroup of participants who lived with others; no NHANES-NSDUH differences were found among individuals living alone. Here, the underlying mechanisms might be traced back to issues such as greater privacy in the NHANES approach of conducting assessments in MECs rather than in the participant's residence (Gfroerer, 1985) .
Before more detailed discussion of these results, we must reiterate that the cannabis use assessments in NSDUH and NHANES are based completely upon ACASI self-reports. There is no toxicological assay as might be used to detect or confirm recent or past cannabis use with high levels of sensitivity and specificity. Even so, this feature of assessment is held constant in the contrast of NHANES and NSDUH; as such, it should not account for the observed NHANES excess prevalence proportions. In addition, we surmise some degree of variation attributable to survey participants' willingness to complete Primary hypothesis under study in each replication sample in these years.
*Indicates a p value < 0.05 FIGURE 1 Estimated prevalence of recently active cannabis use, stratified by household composition the within-residence assessments (i.e. no need to leave residence) versus willingness to complete assessments in the NHANES MEC (i.e.
at a distance from the residence). In this respect, although both NHANES and NSDUH focused on equivalent US study populations of 20-to-49-year-olds, the samples assessed at home and those assessed in the NHANES MEC might have heterogeneity that is related to disclosure of cannabis use and possibly other sensitive behaviors.
Notwithstanding study limitations and issues such as these, the study findings are of interest. An exact agreement in cannabis prevalence estimates was not expected, and we thought differences would be minimal due to similarities in research approach. Our exploration of cannabis estimates for those "living alone"
versus others prompts us to speculate that moving the assessment away from a residence where others might be present could be important, as might be true for the health context of the NHANES assessment as well. Issues of privacy (or lack thereof) during within-home drug use assessments have surfaced in prior studies (Anthony, Neumark, & Van Etten, 2000) . In a quite recent NSDUHfocused investigation, Biondo and Chilcoat (2014) Prior work investigating the effect of the medical context of a survey for collecting drug use or other sensitive data is scarce, but one example of countervailing evidence was found. Tourangeau, Jobe, Pratt, and Rasinski (1997) investigated whether survey participants might be more willing to discuss sensitive topics (such as abortion) when a medical context reinforced the health-related purposes of the study. In this report and in a useful detailed chapter (Jobe, Pratt, Tourangeau, Baldwin, & Rasinski, 1997) , there is evidence to challenge the idea that it was the health context of the NHANES approach that explains the observed NHANES-NSDUH differences.
In summary, the main discovery from survey research on comparable US study populations is that different estimates of recently active cannabis use can be derived when different health survey approaches are used, although it appears that lifetime history might not be as 
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